| INTRODUCTION
With the inadequate care found at Mid Staffordshire NHS Trust (Francis, 2013) being partly attributed to negative cultures, interest has grown regarding the potential relationship between culture and patient care. As a result, recent literature has coined hybrid terms such as "cultures of caring" (Francis, 2013; Kawamura, 2013) , "cultures of high-quality care" (West, 2013) , "caring cultures" (DixonWoods et al., 2013; Francis, 2013; Kawamura, 2013; Manley, 2013; Rafferty, Philippou, Fitzpatrick, & Ball, 2015; West, Steward, Eckert, & Pasmore, 2014) and "cultures of compassionate care" (DoH, 2012a,b) as a means of reflecting desirable cultures in which highquality care can flourish. Despite their usage, and the acceptance by recent policies that these are cultures which should be aspired to (DoH, 2012a ,b, Francis, 2015 , The King's Fund, 2014 , exactly what constitutes these newly coined terminologies, and the extent of their influence on patient care, is at present unclear. Therefore, in the light of the attention that caring cultures have received, it is important to examine the meaning, and construction of the concept, and how it is operationalised in research. This article critically examines the concept of "caring cultures" and alternative terminology, to provide clarity from which future research could be carried out.
| Policy background
The term "culture" was used frequently throughout the Francis Report, with the perpetuation of an "insidious, negative culture" (Francis, 2013, p. 3) identified as contributing to the failings in quality care provision at the Trust, coexisting with inadequate staffing, insufficient training and poor leadership. Support for the encouragement and growth of "positive cultures" was also found to be lacking, with particular reference to the nursing profession. Cultures which were considered negative (by Robert Francis and the inquiry contributors) included those where fear, bullying, acceptance of poor standards occurred, and where "closed" cultures, and those which prioritised business objectives over patients, existed.
With these attributes labelled as negative and hence undesirable by Francis (2013) , an alternative was proposed within the report: a "caring culture" (Francis, 2013 (Francis, , p. 1360 . With a "caring culture" packaged as the antithesis to these negative cultures, it subsequently featured in the recommendations of the report-Recommendation 185, "focus on a culture of caring" (Francis, 2013 (Francis, , p. 1695 )-a recommendation targeted specifically at the nursing profession (see
Box 1).
Interest in the concept of "caring cultures" has subsequently grown since its emphasis within the Francis Report, with organisations such as The King's Fund (2014), West et al., (2014) ○ Intellectual achievements to enable them to acquire through training the necessary technical skills;
• Training and experience in delivery of compassionate care;
• Leadership which constantly reinforces values and standards of compassionate care;
• Involvement in, and responsibility for, the planning and delivery of compassionate care;
• Constant support and incentivisation which values nurses and the work they do through:
○ Recognition of achievement; ○ Regular, comprehensive feedback on performance and concerns; ○ Encouraging them to report concerns and to give priority to patient well-being. (Francis 2013) What does this paper contribute to the wider global clinical community?
• An alternative perspective on culture in clinical practice.
• A suggestion on how research can be advanced in the area of culture in clinical practice.
• A base from which future research ideas can be built upon, for example, exploring other factors such as patient outcomes in relation to the culture within a clinical practice area.
research by King's College London which specifically sought to explore the concept of caring cultures. As a result, the Culture of Care Barometer (Rafferty et al., 2015) was born, a tool which answered the call from the Francis Report Recommendation 196:
"Measuring cultural health" (Francis, 2013 (Francis, , p. 1696 ) for a direct measure of culture at the front line of practice.
The Culture of Care Barometer was developed with the aim of providing a "useful probe" (Rafferty et al., 2015, p. 58) which could "assist in measuring culture" (Rafferty et al., 2015, p. 61) , in addition to serving as a point from which reflective discussions on the findings could be made. After the refinement of the tool following a pilot period, the final Culture of Care Barometer was developed in the form of a 30-item survey. The Culture of Care Barometer was highly anticipated (Rafferty et al., 2015) , at a point where dialogue and enthusiasm relating to caring culture were relatively high in comparison with the research which was being produced. However, 
| ME TH ODS
Although this article's intention is as a critical discussion of a concept and its related research, rather than a systematic review of empirical research, it is nevertheless important to be transparent regarding the search strategy methods used. The sources which contribute to this article have been drawn from multiple literature searches conducted as part of a PhD thesis. These searches initially used a more iterative rather than linear approach (Finfgeld-Connett & Johnson, 2013) until the final database keywords were estab-
lished. An initial search engine search was used to find grey literature and to identify keywords and alternative terminology to "caring cultures", which could then be applied to more thorough database searches. No limitations were applied to this search. A University library search was also conducted for theoretical literature regarding organisational culture as was a hand search of the reference list from papers already found. Although outside the scope of this article, a separate database search was conducted as part of the PhD thesis for papers related to organisational culture AND patient care (and associated keywords). Papers which were retrieved through this route yet related to organisational culture from a theoretical perspective were also included in this review of caring cultures. The findings from these searches enabled the concept of caring cultures to be examined from a number of angles. Caring cultures are firstly framed in context of the broader organisational culture literature before the concept, and associated research relating to it, are evaluated.
3 | RESULTS
| Organisational culture
Although cultures of care/caring/compassionate care and "caring cultures" are frequently cited as desirable outcomes within UK-specific recommendations, few authors attempt to define these terms. In order to better understand the concept of "caring cultures", the concept of culture within organisations first needs to be understood. Simplistic definitions of organisational culture range from the shared assumptions and beliefs present within an organisation (Mannion, Davies, & Marshall, 2005) to the often cited: "the way things are done around here" (Davies, Nutley, & Mannion, 2000 , p. 112, Dixon-Woods et al., 2013 , p. 2, Mannion et al., 2008 . This latter definition can be criticised, however, for its apparent emphasis on just one element of culture: displayed behaviours, without consideration for the underlying factors which may drive them, in addition to its oversimplification of an arguably far more complex concept (Myers, Nyce, & Dekker, 2014) .
A more comprehensive definition of organisational culture is provided by Schein (2010, p. 18) as being:
A pattern of shared basic assumptions learned by a group as it solved its problems of external adaption and internal integration, which has worked well enough to be considered valid, and therefore, to be taught to new members as the correct way to perceive, think, and feel in relation to those problems.
In contrast to "the way things are done around here" definition, Schein (2010) instead places emphasis on the underlying basis for culture (shared basic assumptions), as opposed to the more superficial manifestations of culture-observable behaviour. The process of acculturation (whereby culture is adapted as one's own (Tuttas, 2011) ) and how culture is maintained are also acknowledged by this definition.
However, with definitions limited in their ability to capture the complexities of organisational culture, attempts at providing a more comprehensive description of organisational culture are present through the use of models, frameworks and typologies. A number of models exist, from those which provide visual analogies of organisational culture such as icebergs (Braithwaite, 2011) onions (Hofstede, Hofstede, & Minkov, 2010) and water lilies (Hawkins, 1997) to the seminal multilevel model by Schein (1985) . Although each model is unique in its conceptualisation, they all nevertheless appear to agree that culture is multilevel and manifests in layers (Wankhade & Brinkman, 2014) .
Of all the organisational culture models, it is Schein's (1985) model which is considered the most influential (Patterson et al., 2011) , particularly within healthcare literature (Doherty, Loughrey, & Higgins, 2013) . Developed as a result of his own academic and personal experiences (Schein, 2010) , the popularity of Schein's (1985) theoretical model may in part be attributed to its comprehensive, yet clear description of how culture not only presents within an organisation, but how it can be categorised and measured as a result. Schein's (1985) model cites that culture presents in layers, and categorised these into three distinct levels-artefacts, beliefs and values, and assumptions.
According to Schein (2010) , the three levels represent the extent to which organisational culture is visible-ranging from the overt, visible manifestations of culture (the artefacts), to values and beliefs, and then to the least visible: the underlying "essence" of culturedeeply held assumptions.
| Artefacts
Artefacts are described as "what is" (Konteh, Mannion, & Davies, 2011) , the most visible level of culture, representing all phenomena present which are seen, heard or felt (Schein, 2010) . Artefacts in health care therefore could be present in the form of organisational publications, uniforms and dress codes, in addition to the observable behaviour displayed within the practice environment.
| Values and beliefs
The second level of culture-values and beliefs-in contrast to "what is", relates to "what ought to be" (Konteh et al., 2011) represented through espoused values and ideologies of how things should operate (Schein, 2010) . Care should be taken, however, when exploring values and beliefs, with importance placed on distinguishing values which are espoused and those which are enacted as discrepancies may exist between the two. For example, teamwork may be an espoused value within an organisation, whereas in reality, individualistic achievement is in fact encouraged (Schein, 2010) . In the case of the NHS, an example of this could be where equal treatment for all is espoused, yet prioritisation of services (such as surgery) may exist in favour of the young instead of the elderly (Patterson et al., 2011) .
| Assumptions
With the potential for values to contradict each other, a deeper level of exploration of culture is required in order to better understand what drives these contradictions (Schein, 2010) . Culture at its deepest level comprises of sometimes unconscious, taken-for-granted assumptions (Bala, Chalil, & Gupta, 2012) , examples being assumptions about the nature of the caring role, or how tasks and power are distributed between professional groups (Davies & Mannion, 2013) . These assumptions can consequently influence the behaviour and feelings of an individual enshrined within a culture (Konteh et al., 2011) often at an unconscious level (Schein, 2010) . Whilst acknowledging that such assumptions may be present within the individual, it is only when these assumptions are found commonly amongst the group that these "shared assumptions" can be seen to represent the culture, and the delineation between culture and the individual can be made (Schein, 2010, p. 31) .
Although assumptions may influence the values, beliefs and artefacts seen to occur within a culture, due to their less obvious nature uncovering these assumptions may prove to be a challenge for researchers. Difficulties in sourcing these underlying assumptions may in part be responsible for the limited body of research within the NHS which addresses these assumptions (Scott, Mannion, Davies, & Marshall, 2003) , although should not be seen as justification to avoid attempts at exploring culture at this level altogether.
| Subcultures
Despite its popularity, Schein's (1985) model is not without criticism.
McKee et al. (2010, p. 31) states that it implies "the existence of an overarching culture" whilst failing "to account for the existence of subcultures which may work alongside or coexist" within it. When organisational culture is defined by shared experiences, it is understandable that subcultures can occur between groups within the organisation which share a common feature. For example, this feature may be the same ward, location, profession (Lok, Rhodes, & Westwood, 2011) , age, or hierarchical position (Brown, 1998) . Therefore, subcultures may exist wherever there are groups which share similar features and experiences. However, whilst there may be overlap between assumptions held between these differing groups or subcultures, there is also the potential for them to hold conflicting and competing assumptions (Mannion et al., 2008) .
With these potentially contradictory, coexisting subcultures in mind, attempting to identify a universally shared, underlying culture within an organisation may subsequently prove difficult. Moreover, it is argued that such a "single, homogenous culture" at the larger organisational level is infrequently found (Brown, 1998, p. 84 ) and attempts made to achieve this considered optimistic (Davies & Mannion, 2013) considering the difficulties of doing so, especially in the light of a lack of evidence which supports the benefit of having a single unifying culture in preference of a variety of subcultures.
Therefore, it could be argued that research conducted on a smaller, subcultural level is more useful to a broad-brush approach to exploring culture at the organisational level (Lok, Westwood, & Crawford, 2005; Lok et al., 2011) . However, Manley, Sanders, Cardiff, and Webster (2011) argue that research at a subcultural, local, level is lacking in comparison with research which attempts to capture culture at an organisational level. They argue that research at this level is more likely to lead to the identification of effective and desirable cultures. They go on to define a subculture which appears at a local unit/ward level as "workplace culture" (p. 1), a concept which has GILLIN ET AL. | 5219 also been described by Nelson et al. (2002, p. 473) as a "clinical microsystem".
When researching culture, it is important to clarify the level at which it is being explored (Mannion et al., 2008) . Although there is a large body of research which uses sample populations such as hospital wards, or professional groups, research which specifically articulates these as subcultures are rare.
| Caring as a subset of organisation culture?
A subset of organisational culture can be defined as culture which operates within the larger organisation, yet with a specific domain of focus, for example safety culture, service culture (Reiman & Rollenhagen, 2014) or, in this case, a caring culture. What constitutes either organisational culture or a subset of culture can be defined as dimensions, that is the component features which characterise them.
Although popular, and consensus regarding safety as a subset of organisational culture well established (Feng, Bobay, & Weiss, 2008) , the idea of culture existing as subsets has been conceptually critiqued. The validity of conceptualising culture into subsets such as caring is questioned by Schein (2013 , cited in Reiman & Rollenhagen, 2014 ) with culture instead argued as being "the property of a group, not a concept". In this respect, "cultures of" (e.g., safety, service or indeed caring) should not be afforded academic recognition as cultures in their own right (Reiman & Rollenhagen, 2014) as to do so would be to misinterpret (and potentially diminish) the concept of culture itself. Therefore, attempting to define cultures as a "culture of" one sole attribute (e.g., caring) raises questions regarding the subset construct's validity.
If a culture were to be a "culture of" a certain attribute (such as safety), this could be seen as to infer that other attributes (e.g., caring or empowerment) may be considered secondary in the hierarchy of priority when a "culture of" safety is declared. The same dilemma arises in attempting to categorise a culture as a "culture of" caring, or any other attribute which is considered desirable. It has also been suggested that a "safety culture" is also made up of a "just culture"
and a "learning culture" (HSE, 2005) . However, defining a culture as being comprised of other cultures in this way is also problematic.
Labelling everything as a "culture of" could go on indefinitely, whereby these "cultures of" coexist in multiples, further diluting their meaning. This tendency to do so, particularly within NHS policy, is present nonetheless in what has been described by Savage (2000) as a "culture of culture", whereby the attribution of phenomena to culture has become a "cultural phenomena in itself" (Savage, 2000, p. 230) .
Therefore, whilst labelling everything as a subset or a "culture of" may present as a more convenient and more tangible way of defining culture, it may not be the most effective (or indeed valid)
way of capturing culture. In agreement with Schein (2013 , cited in Reiman & Rollenhagen, 2014 ), a culture is instead seen as belonging to a group and not a concept, whereby a multitude of dimensions (as opposed to "cultures of") may coexist.
| Dimensions of culture
A problem with trying to assess highly complex phenomena like culture is that experts rarely agree on which are the essential dimensions to measure. (Scott et al., 2003) Dimensions of culture refer to somewhat "abstract ideas" ( • Effective management and leadership (Dixon-Woods et al., 2013; DoH, 2012a ,b, Faith, 2013 , Francis, 2013 Gilster, 2002; Kawamura, 2013; Molzahn, 1997; West, 2013) • Staff engagement and empowerment (Francis, 2013; Kawamura, 2013; Manley, 2013; Molzahn, 1997; West, 2013) • Teamwork and collaboration (Faith, 2013; Francis, 2013; Kawamura, 2013; West, 2013) • Patient-centeredness (Francis, 2013; Hesselink, Kuis, Pijnenburg, & Wollersheim, 2013; Manley, 2013) However, the extent of the association between "caring cultures" and these dimensions is not entirely clear. Is a "caring culture" an absolute construct which is comprised of an unknown number and combination of essential dimensions, only attained when these are present? What if some dimension is present but the rest are not?
Does the "caring culture" cease to exist without an absolute number of essential dimensions being reached? And to what extent would these need to be displayed? For example, how effective would the management need to be at empowering staff in order for a caring culture to be declared? This is not to undermine the value of positive attributes/dimensions occurring within cultures. However, what is debated is the validity of these existing under the umbrella of the "caring culture" construct.
| Caring cultures
Outside of UK-specific policy and within international primary research papers, mentions of "caring cultures" are also scarce.
Despite Rytterstrӧm, Cedersund, and Arman (2009) being one of the few research teams to explicitly examine the concept of the "caring culture" outside of the UK, the transferability of their findings into a UK context is undetermined. The recognised, yet difficult to define, Swedish concept of "v ardkultur" is translated to mean a "caring culture" by Rytterstrӧm et al. (2009) although its validity is limited by it being a literal translation of a concept which has no equivalent in English and is difficult to articulate even in Swedish (Rytterstrӧm et al., 2009 ).
Alternatively, Hesselink et al. (2013) define a "caring culture" as one which motivates, facilitates and directs professionals "to structurally act caring to patients and family" (Hesselink et al., 2013, p. 2) .
Although this definition does go some way in attempting to conceptualise caring culture, what Hesselink et al. (2013) consider "structurally acting caring" is not further explored, nor is a definition of "caring" itself provided. Therefore, with limited agreement regarding the definition, nor the concept or the boundaries of these "caring cultures" articulated, the validity of the concept itself is further called into question.
In addition, "caring" or "care" cultures are argued to represent different concepts, with the former offering a description which focuses on the positive aspects of caring, whereas the latter instead suggesting a more neutral tone, additionally capturing care which is not always seen as favourable (Rytterstrӧm et al., 2009 ). Discussion on either still remains limited in current literature and when mentioned in UK texts, are often used interchangeably with both appearing to have positive connotations, with a "care" culture used by The
King's Fund (2014) and the Cultural Barometer tool (Rafferty et al., 2015) , whereas a culture of "caring" is the phrase of choice throughout the Francis Report (Francis, 2013) . Moreover, mention of "cultures of high-quality care" (West, 2013) and a "culture of compassionate care" (DoH, 2012a,b) further highlight the overlap of terms in use in current policy and literature, in addition to the interchangeable use of compassion, empathy and caring in the literature specific to nursing (Schantz, 2007) .
| Methodology in caring culture research
Assuming "caring cultures" and alternative terminologies were a valid construct, amongst the limited research which has attempted to explore these, some of the methods used can be questioned. A systematic review of pre-existing quantitative questionnaires was conducted by Hesselink et al. (2013) , whereby an expert panel (n = 12) assessed pre-existing questionnaires (and their questions) in terms of their perceived ability to measure a caring culture in a UK hospital context. As noted by Hesselink et al. (2013) without an accepted definition of what is considered to be a caring culture, inclusion of questions considered to represent it was based on the subjective interpretation of the concept by the reviewers. The limitations of using this method to define caring culture measures were acknowledged by the authors.
In addition, even though the paper argues that patient-centeredness is a concept closely related to caring, to suggest this relationship extends further to caring culture, also raises questions regarding the validity of the concept as defined by the study.
Attempting to undertake research on culture by aligning it to predefined dimensions of culture as done with surveys, also may not be the most appropriate (Mannion et al., 2008) (nor valid) method or exploring culture. Mannion et al. (2008, p. 18 Scott et al. (2003) as the most suitable way of exploring the complex, multifaceted nature of culture.
Although the Culture of Care Barometer (Rafferty et al., 2015) employs quantitative methods (in terms of a 30-item survey), Rafferty et al. (2015) argue that the purpose of the tool was to provide a "useful probe" (p. 58) which could "assist in measuring culture" (p. 61). Therefore, although the tool used in isolation should not be interpreted as a valid measure of a "culture of care", nor culture alone, its use may hold promise in aiding further exploration of culture, on a microsystem level, in a context where research on culture within the NHS is limited.
| CONCLUSION
In deconstructing the concept of "caring culture", this article hopes to promote critical thought and discussions surrounding the promotion and validity of "caring cultures" in clinical nursing practice.
There is currently a limited body of primary research which specifically explores "caring cultures". Those which have explored the concept have made a good contribution to the understanding of the concept yet could be considered limited in terms of their validity and methodologies (Hesselink et al., 2013; Rafferty et al., 2015; Rytterstrӧm et al., 2009) . Therefore, attempting to research the concept of "caring cultures" may not be the most effective method as the validity of the construct contested. Instead, an alternative is proposed: research which explores culture, on a microsystem, subcultural level, without sole reliance on quantitative methods.
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| RELEVAN CE TO CLINICAL PRACTICE
Clarifying concepts and terminology, especially relating to "caring culture", is essential not only for research to progress, but so that the most appropriate methodologies can be used in doing so.
In providing an alternative way of viewing culture outside of the "caring culture" construct, future research can be advanced, using the suggested, alternative methods. From here, the dimensions which comprise the culture are free to emerge. This can then provide a foundation from which a future evidence base can be built. In comparing these findings to patient care (however, this is conceptualised or measured), future changes regarding patient care and culture can be drawn from a more robust evidence base.
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